Nearly 20 years ago, the Swedish Government called for a parliamentary commission to discuss the role of health services in a welfare society, emphasising the basic ethical principles that should guide the necessary prioritisation of health resources. Then, prioritisation was a new concept for most people. Today, a growing number of people are aware that resources in health care are limited and setting priorities is something which is going on all the time, but very seldom explicitly.
Still, priority setting becomes very controversial when you try to carry it out in a systematic and open way. In common terminology, to prioritise means to place something in rank order and choose. Rank order can be determined at different levels and can involve two or more options. At the political level it could mean ranking care needs in society or a doctor ranking various treatment alternatives for an individual patient.
The prioritisation concept also involves using the rank order to determine, e.g., the option of being allocated new resources or the option of being rationed. Before a rank order or a choice can be viewed as prioritisation it must meet certain requirements. First, the alternatives must be considered. Second, these alternatives must be viable options that could actually be considered. The term 'rationing' is not used as frequently as 'prioritisation' in discussions on allocating resources in health care and social services. Rationing aims at bridging the gap between need and available resources by limiting the possibilities to fully meet the need.
Priority setting in a decentralised health care system
Priority setting is relevant at all levels in the health care system. At the national level, the Parliament, Government, and National Board of Health and Welfare issue laws and regulations and give support to decision making through professional guidelines, thereby influencing county councils and municipalities responsible for health care. The county level runs the hospitals and most health centres. The municipality level is responsible for elderly care and nursing homes. Municipalities levy taxes.
The political construction, overall, of running the Swedish health care system at the general level is rooted in democratic elections to the political boards, Parliament, county council, and municipality council. A trend is the expansion of the private and semiprivate sectors. Both private insurance and private provision of care have increased, still at a small scale, in importance. Although the central government has decentralised power and responsibility for health care, it still attempts to control the general direction of the system through regulation, subsidies, evaluations, and guidelines.
In Sweden, open priority setting is slowly becoming an accepted and even appreciated concept. As of 2 years ago, not only national authorities like the National Board of Health and Welfare and the Dental and Pharmaceutical Benefits Agency are engaged in open priority setting, but also county councils, the autonomous regional health care providers.
After five years of silence and passivity among health care politicians following the first attempt at political priority setting in 2003, the situation changed when a group of county councils launched slightly different approaches to systematic and transparent priority setting, aiming at savings or reallocation within the total range of health services. The priority setting processes, which involved health professionals and politicians, resulted in publicly announced lists of disinvestments from four different sites in Sweden: the county councils of Västerbotten, Jämtland, Kronoberg, and Västmanland. Further, 3À4 county councils have begun their priority setting process. The lists included hundreds of services excluded from public financing in favour of more appropriate services. Surprisingly, the decisions met hardly any objections from the general public or from staff.
A few years earlier, when the Ö stergö tland county council made the first limited trial to explicitly exclude a few low prioritised services, the decision resulted in enormous debate and media attention in the whole country. Why these differences? One explanation may be the ongoing debate in society about future challenges for the welfare sector and another is probably about learning from earlier experiences and mistakes.
A slow but ongoing implementation process
Obviously, it took many years of discussion, with some backlashes, after the Priority Commission presented its final report 'Health Care's Difficult Choices' before broader priority setting activities started. The primary outcome of the Commission's work was briefly formulated in the ethical platform, crystallised in the principles of human dignity, needs and solidarity, and cost-effectiveness, principles which are easy to agree to but difficult to practise. A decision in the Swedish Parliament in 1997 ratified the Commission's proposal.
The fundamental idea, which permeates the guidelines for priority setting, is openness: 'If confidence in health services is to be maintained, it is essential to openly present and discuss the grounds on which priorities are set and actions taken [1] .
Three years later, a follow-up report concluded that the Parliament's resolution, including changes in the Health Care Act, has had some impact on practical and policy efforts at national and local levels, although wide variations exist among providers. The general perception was that much remained to be accomplished. The report stressed that the responsibility for moving the prioritisation process forward rests with the health care providers (e.g., county councils and municipalities).
In 2001, a national knowledge centre for priority setting in health care and social services (The National Centre on Priority Setting in Health Care) was formed on the collaborative initiative of the Government and the Federation of Swedish County Councils. The centre, placed in Linkö ping, has focused on developing transparent prioritisation processes in health care, and has contributed towards this through its own initiatives and by participating in development efforts by other bodies. The centre has also provided county councils and municipalities with consultancy and educational service. Every second year the centre arranges a national conference, which is an important arena for sharing information.
In 2006, the centre was commissioned to conduct a survey of the implementation of the intention of Parliament's resolution [1] . The report concluded that there was still little transparency in decisions concerning the distribution and prioritisation of resources. In situations where available resources are not in parity with ambitions, staff must bear the heaviest burden in deciding how to distribute and ration health services.
With the exception of the executive level, health care personnel still appear to be relatively unaware of the ethical principles. Local models or documents to facilitate the priority setting process are uncommon. Likewise, there were no apparent strategies within the county councils to create such conditions. Citizens have had little involvement in the prioritisation process. Greater transparency for users often means that some information on priorities is disseminated via traditional channels, e.g., patient organisations and associations of pensioners and disabled persons. However, the central government, via the National Board of Health and Welfare and the Pharmaceutical Benefits Board (at that time), had taken the lead in showing how to set priorities by systematic and transparent means.
In the report we also pointed out various important but limited initiatives from professional groups. These primarily involved the physician community. Furthermore, we found several promising pilot projects in priority setting that were initiated and implemented by health care staff, both locally and nationally. Professional associations had become more active in disseminating information on priority setting in health care.
The role of the medical profession is central in explaining the progress of priority setting activities in Sweden. Central professional organisations have propagated for more openness. Locally, clinical directors within county councils have accepted the assignment to identify options for service reductions within medical specialities. How to the share the workload and responsibility in the priority setting process between the medical profession, management and politicians is still a big issue.
In order to secure broad support for the process (aiming at disinvestments) three county councils used a deliberate strategy of 'co-production' between clinicians, managers and politicians. Swedish county councils have, to a large extent, copied each other when new transparent processes for priority setting were established.
Examples of priority setting in practice
The National Board of Health and Welfare, together with health professional groups has, since 2004, produced guidelines, including priorities for the prevention, diagnosis and treatment of diseases that involve large numbers of patients and are thereby costly to society, e.g. heart diseases. One fundamental principle is that patients with the greatest need for health care should also have the highest priority for taking cost-effectiveness into consideration.
The expert groups produce factual backgrounds and recommendations on priorities. Health economics is an integrated part of the evidence base in the guidelines. Priority grading is based on balancing the patient's medical needs (severity) and costeffectiveness, which often are expressed as the cost per quality-adjusted life year gained [2] . Priority setting objects (combination of health condition and intervention) are ranked on a scale from 1 to 10, with 1 as the highest priority.
The following examples could be found in the guidelines for heart diseases [3] : persons under 35 years with clear symptoms of chest pain, dyspnoea, syncope or dizziness and investigation of risk of sudden death in sport and physical activity (Priority 1) patients with refractory angina without the possibility of revascularisation and physical training in cardiac rehabilitation (Priority 6) use of drug eluted stent as routine device in percutaneous coronary interventions (Priority 10).
These national guidelines are well accepted and adopted by Swedish cardiologists. A study shows that 81% of them report extensive use of the national guidelines for the care of heart disease in their clinical decision making [4] . The guidelines from the National Board of Health and Welfare represent a top-down approach. Parallel with the implementation of national guidelines, the work on priority setting in county councils and professional groups represents a bottom-up approach.
After a process of identifying and prioritising services of low priority in an internal process in several steps, the county council assembly in Västerbotten decided to reallocate resources by limiting or not providing interventions corresponding to a cost of 10 million euros, which represents 2% of the budget. The limitations included: extending the intervals between follow-up visits, check-ups self-care or nursing visits for minor problems compliance with existing general guidelines (pharmaceuticals, specimen collection, etc).
The services were not offered by the county council or were provided at full cost (covered by patients or third parties). Examples include self-pay for voluntary sterilisation, circumcision without medical motivation or vaccinations for foreign travel. Of the resources freed, some were used, for example: to strengthen disability and habilitation services; to provide palliative care in the final phase of life; to care for people with mental functional disabilities and patients with cardiac disease or chronic obstructive pulmonary disease; and to provide specialised psychiatric care.
An interesting result from the priority setting activities in several county councils, where limitations were published in local media, was that the general public seemed to accept the priorities. Very few reactions could be seen. Compared to the enormous media attention and debate during the first trial to openly declare limitations in 2003, the reaction among staff [5] and the general public in recent years is surprising.
The priority setting centre becomes a part of Linkö ping University
After several years of discussing the future of the National Centre for Priority Setting in Health Care, the Government, together with the Ö stergö tland county council, has decided to give the centre longterm financial support and move it into Linkö ping University, with a mission for research and development on priorities in health care. This includes:
to disseminate knowledge to stakeholders throughout the country for research and development and practical experience of priorities to serve and maintain the network, in which researchers, health professionals, politicians, administrators and representatives from patient organisations and others can meet on priority issues to be the coordinator and venue for creators of experiences, which will include organising national and international conferences to communicate their own and others' experience of practical priority work through newsletters and a website to develop methods in the priority area. This will include further development of the national model for priorities used by the National Board of Health and Welfare and several county councils to provide training in the fundamentals of priorities and methods. The centre will focus on organisations or groups engaged in or intending to start up priority work.
By continuing to train PhD students, the centre will hopefully play a more advanced role in the academic field in the years to come. The Swedish health care system offers a very interesting field for research in priority setting, which gives us and other researchers a good opportunity to learn more about this complex but interesting issue.
